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programs, the future of trauma systems, and the future of the American hospital. Similarly, it agreed that, as the role of EDs evolves, the ramifications for education and training of professionals who staff EDs will need to be better understood.
FINAL THOUGHTS
Attempts to ensure that children receive adequate emergency medical care are a recent development in the field of EMS. This committee takes the position that EMS-C efforts in the future must consider all the elements that constitute good emergency care and good health care generally, working through channels in both the public and private sector. The needs of children must be more widely recognized and made a genuine priority for policymakers at national, state, and local levels, particularly those in a position to influence the future directions of EMS and EMS-C. The committee intends for the conclusions and recommendations presented in this report to foster increased public attention and action at the highest levels toward an EMS-C system for the 21st century in which all parties can be confident and all can be proud.
NOTES
1.  This report went to press before the Administration's health care reform proposals had been made public.   The main outlines for this plan indicated it would be a form of managed competition under the discipline of global budgets, in which "health insurance purchasing cooperatives" (HIPCs) across the country would offer "accountable health plans" (AHPs) to most, if not all, individuals in their respective regions.   AHPs might be expected to take the form of large managed-care organizations, sometimes referred to as Super-HMOs.    AHPs would compete in part on the basis of a standard basic benefit package, which would be established by a National Board.  Exactly where EMS services would fit in this benefit package is unclear.   Many observers expect that the basic benefit package would emphasize primary care more comprehensively than in the past; if this is so, such an approach might dampen the current demand on EDs to provide primary care services.
2.  The Robert Wood Johnson (RWJ) Foundation has taken a major lead in state health care reform, in a move perhaps reminiscent of its leadership in the EMS arena of two decades ago. RWJ will award sizable grants to 12 states (Arkansas, Colorado, Florida, Iowa, Minnesota, New Mexico, New York, North Dakota, Oklahoma, Oregon, Vermont, and Washington) lo develop innovative ways to expand health insurance coverage and contain costs;  program outcomes will be tracked over several years by an evaluation team headed by staff of the RAND Corporation and the Urban Institute.
3.  In Assessing Health Care Reform, the Institute of Medicine gave its perspectives on health care reform to help clarify the critical issues in the debate (IOM, 1993b).   Necessary steps include the following: making insurance compulsory if universal access is a goal; ending medical underwriting and continued segmentation of the risk pool if the private insurance market is to be a responsible part of the financing of health care; developing clearer and more realistic estimates of expenditures and genuine options for financing and for cost containment; enhancing efforts in quality assurance and improvement and practice guidelines; and attending For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
